
Student Medical History Information 

Student Name: _________________________________________    Gender: ______    Grade: ______    Birth Date: _______________
Mother/Guardian Name:  _________________________________   Father/Guardian Name: _________________________________ Address: ____________________________________________________________________________________________________
Phone Numbers:	Home: _____________________________________		    Cell: _____________________________________
		 Work: _____________________________________		Other: _____________________________________
Work Place: __________________________________________________________________________________________________

EMERGENCY CONTACTS: Other authorized person(s) to contact in an emergency.

Name & Relationship: _______________________________________________		Phone: ______________________
Name & Relationship: _______________________________________________		Phone: ______________________


HEALTH HISTORY: Check all that apply.
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· ADD / ADHD
· Allergies (list below)	
· Asthma
· Bee Sting Allergy
· Blood Disorder
· Cancer / Leukemia
· Chickenpox Date: ____________
· Cystic Fibrosis
· Diabetes Type 1 or 2
· Ear Infections
· Eating Disorder
· Frequent nose bleeds
· G.I. Disorder
· Hearing Loss/Hearing Aids
· Heart Condition
· Hypertension
· Hypoglycemia
· Immunodeficiency
· Migraines/Headaches
· Muscular Dystrophy
· Neurological Disorder
· Psychological problems
· Renal Disorder
· Scoliosis
· Seizure Disorder
· Sickle Cell Anemia
· Thyroid problems
· Visual Impairment
· Glasses/Contacts	
· Other:_____________________________________________________________________________________

Explain briefly any history of health conditions, accidents, surgeries, allergies, etc. and date of onset:
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is student taking daily medication?  No  Yes  If yes, list medication name, dose, time given, and reason.
________________________________________________________________________________________________________________________________________________________________________________________________________________________

Specific Treatment/Care to follow: A Physician’s statement may be required.
________________________________________________________________________________________________________________________________________________________________________________________________________________________

PREFERRED MEDICAL PROVIDERS:

Physician: _____________________________________________________________________ Phone: ________________________
Dentist: _______________________________________________________________________ Phone: _______________________
Hospital: ______________________________________________________________________ Phone: ________________________

As parent or guardian of the above named student, I authorize the exchange of information about this child between the physician’s office and the school nurse and the release of this information to appropriate school personnel. In the case of an accident or serious illness, I authorize the school to provide care, including contacting the above named Health Care Provider, following his/her instructions and authorization of medical transportation. I also authorize qualified medical personnel to provide emergency medical care in case of an emergency. If it is necessary to contact an ambulance, it will be the responsibility of the parent/guardian to pay for this service. I also understand that a copy of this document will be deemed valid as its original.

___________________________________________		________________	____________________________________
Parent/Guardian Signature				Date			Witness
